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1. Abstract 
 
The aim of this community health project were to provide basic oral health care services 
to one of the most deprived community in Hong Kong (Sham Shui Po). In addition, to 
investigate the oral health attitude and behaviour, as well as the clinical oral health status 
of participants of the outreach service. Appointments were arranged for 51 residents. 
Participants underwent a clinical oral examination using the World Health Organization 
criteria and a questionnaire to assess their oral health attitude and behaviour.  
 
The clinical examination revealed that the mean dental caries experience among adults 
was 9.2 (SD=6.6) with missing teeth was the major component (5.4, SD=5.5); only 2% of 
them have healthy gingivae. Although the participants have perceived need for dental 
treatment, the oral health attitude was relatively poor and do not have regular dental 
check-up; only around 8% were regular dental attendants. Most participants (96.1%) 
reported that their daily life was affected by their oral health status. A range of oral health 
services was provided including oral hygiene instruction, scaling and fluoride treatment in 
an outreach setting. In conclusion, the participants of the community oral health care 
service generally had poor oral health and were irregular dental attendees. Basic dental 
treatment was provided to the participants. 
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2. Introduction 
 
The social conundrum of achieving equal human rights has puzzled even the brightest 
minds of our modern era. In light of a widening disparity between the rich and the poor, it 
would be hard to ensure a fair distribution of social resources to the underprivileged. 
According to the Oxford Dictionary, “underprivileged” is defined as an individual not 
enjoying the same standard of living or rights as the majority of people in a society. In 
Hong Kong, these “grassroots” people refer to caged lodgers, tenants with financial 
difficulties and living in appalling conditions, aged singletons, street-sleepers, mothers 
with no one-way permit to live in Hong Kong, families made up of new immigrants and 
boat dwellers, etc.  
 
Due to the broad definition of the term “underprivileged”, there has been little evidence-
supported statistics over the years. However, solitary data for the various categories of 
underprivileged personnel in Hong Kong are available to be examined. In 2011, almost 
17 per cent of Hong Kong’s population (16.8 per cent) live in poverty, and according to 
the United Nations Development Programme (UNDP), Hong Kong has the widest rich-
poor gap of the 38 “very high human development” economies in the world. The 2011 
Gini index, the international measurement of this gap, stands at 0.537 (Oxfam 2013). A 
recent study reported that an estimate of more than 171 000 people are living in 
substandard, subdivided flats in Hong Kong. The low income families and new 
immigrants often choose to life in these flats, located in old buildings (SCMP 2013). 
. 
With regards to oral health, studies had been conducted for the underprivileged such as 
street-sleepers in Hong Kong. A total of 140 homeless men underwent clinical 
examination and were interviewed with a structured questionnaire. More than 90% had 
evidence of caries experience; most (75%) were related to untreated caries. The mean 
DMFT score was 9.0 (DT=3.2, MT=5.2, FT=0.6). Periodontal disease was highly 
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prevalent, with 96% having periodontal pockets. The dental problems most frequently 
reported by the homeless were: bleeding gums or drifting teeth (62%), dental pain (52%) 
and tooth trauma (38%). More than 70% of the study's participants perceived a need for 
dental care (Luo and McGrath, 2006). 
 
A key reason for poor oral health among street-sleepers is thought to be related to 
barriers in accessing oral health care and in practicing self-oral health care (King and 
Gibson, 2003). These barriers are financial, geographical and cultural.  Financially, 
homeless people are frequently not covered by health insurance as they are unable to 
provide permanent addresses. Geographically, transportation to medical service is a 
major problem. Culturally, food and shelter are often perceived as more important than 
health and dental care to underprivileged people. Thus, health, including oral health, is 
often neglected.    
 
As the above information suggest, the underprivileged people remains suffer from oral 
disease due to various barriers. There is a genuine need for proper oral care service 
amongst this group. A free oral care service would prove invaluable to them given the 
high costs in the private sector and their relative inaccessibility to such resources.  
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3. Aims and Objectives 
 
3.1 Aims 
 
1. to investigate the oral health behaviour, attitude and the overall oral health status of 
participants of the outreach dental service. 
 
2. to provide basic oral health service to the participants. 
 
 
3.2 Objectives 
 
1. To assess the caries experience and periodontal health status of underprivileged 
people in Sham Shui Po. 
 
2. To obtain information regarding their oral health attitude and behaviour. 
 
3. To provide basic oral health care treatment as required for the participants. 
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4. Materials and Methods 
 
4.1 Sample 
 
This project focused on the underprivileged people in Hong Kong, and especially 
residents who are living in poor conditions in Sham Shui Po District of Hong Kong.  A 
convenient sample was adopted by using a “snow-ball” technique. In December 2012, 
two organizations from Kowloon which provide service to underprivileged people in Hong 
Kong were contacted to reach our target group and to ensure participation. The two 
organizations are Christians Concern for the Homeless Association and the Society for 
Community Organization (SoCO). An introductory letter (Appendix 10.1) was sent to the 
administrative officer of the two organizations to explain the project aims and service 
contents. Meetings were held to discuss the feasibility of conducting an outreach dental 
care service programme. The staffs of the aforementioned associations have not only 
helped to promote the service but also recruit the underprivileged people in Sham Shui 
Po area. After a number of meetings, both parties agreed on providing the basic dental 
service to around 50 participants. Fifty appointments were made based on the 
assumption that each appointment would last for half an hour.  
 
4.2 Content of the Service 
 
The service content included a questionnaire interview and an oral examination followed 
by simple treatment, depending on the clinical situation and verbal consent were 
obtained from the participants. 
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4.2.1 Questionnaire Interview 
 
A questionnaire was structured to gather information on subjects’ perceived general and 
oral health status, implications of their oral conditions on the quality of life, oral health 
knowledge and behaviour, past dental history and some socio-demographic information. 
(Appendix 10.2).   
 
Subjects were asked to rate their general and oral health on a global scale (single item) 
in order to assess their perceived general and oral health status. Subjects were also 
asked if there are any perceived dental needs.  
 
The burden of oral health on the quality of life was assessed with 14 questions which 
were based on Oral Health Impact Profile (OHIP-14) developed by Slade (1997). This 
profile can be used to measure the impact of oral health on psychosocial well-being 
which covers 7 different domains: functional limitation, physical pain, psychological 
discomfort, physical disability, psychological disability, social disability and handicap. 
Each of the OHIP questions is rated on a 5-point scale: ‘never’ (score 0), ‘hardly ever’ 
(score 1), ‘occasionally’ (score 2), ‘often’ (score 3) and ‘always’ (score 4).  The OHIP-14 
score is ranging from 0 to 56. Thus, the lower the OHIP-14 score, the less burden of oral 
health on the individuals’ quality of life.  
 
In relation to oral health behaviour, a series of questions were asked about their oral 
hygiene practices, dietary habit, use of dental services and barriers to their use.  
 
In respect to the socio-demographics information, the gender, age, living environments, 
years of residential, employment status and Comprehensive Social Security Assistance 
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(CSSA) status were recorded for each subjects. Relevant Medical history of the patient 
was also taken.   
Two personnel were in charge of interviewing. The questionnaire was designed in 
Cantonese and interviewers were trained in the method of questioning. Questions on the 
questionnaire were asked verbally and the answers from subjects were recorded by the 
interviewers. Oral hygiene instructions were also given after the completion of the 
questionnaire.		
	
4.2.2 Clinical Examination and Treatment 
 
The clinical examination was conducted by two operators under the supervision of a 
registered Hong Kong dentist. Clinical examination was carried out simultaneously. One 
of the students was assigned to be the runner and the other one was responsible for 
disinfecting and sterilizing the instruments. The venue for clinical examination was 
provided by the two organizations mentioned which were both located in Sham Shui Po. 
The equipment used included 2 portable dental chairs, 2 portable scaling units, 
disposable mouth mirrors with two LED light handles, CPI periodontal probes and 
instruments for Atraumatic Restorative Treatment (ART) (Frencken et al. 1996). A 
portable autoclave was used for sterilizing dental instruments. The oral examination 
assessed both dentition statuses and the periodontal health of the participants. An 
examination form was designed for recording the clinical findings (Appendix 10.3). The 
detailed equipment list is provided as Appendix 10.4. Portable or outreach dentistry is the 
choice of mode for providing dental service to this particular group of people. Outreach 
setting is used for providing dental service to institutionalized elders in Hong Kong and it 
has been reported that more than 90% of the elders were satisfied with the service (Lo et 
al. 2004). 
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4.2.2.1 Dentition Status 
 
The caries experience was assessed using the DMFT index. The diagnostic criteria used 
followed those recommended by the World Health Organization (1997).Caries was 
recorded as present when a tooth had an unmistakable cavity, undermined enamel, or a 
detectably softened floor or wall. Only restorations that were placed as a treatment for 
caries were included in the F component. The M component included only teeth missing 
as a result of caries. A charting table was employed for recording the conditions, and the 
following code was utilised: 
 
 
 
 
 
 
 
 
 
 
 
4.2.2.2 Periodontal Health 
 
Community Periodontal Index (CPI) was used to assess the periodontal status. 10 teeth 
or their substitutes in six sextants were examined on three parameters: gingival bleeding 
on probing, presence of calculus deposits, and depth of the periodontal pockets. The 
sextants with less than 2 teeth present were excluded. The highest CPI score was 
recorded as the score of the sextants. 
Score Status 
0 Sound 
1 Decayed 
2 Filled, with decay 
3 Filled, no decay 
4 Missing , as a result of 
caries 
5 Missing, any other 
reasons 
6 Fissure Sealant 
7 Bridge abutment. Special 
crown or veneer/Implant 
8 Unerupted tooth, 
(crown)/unexposed root 
9 Not recorded 
T Trauma (fracture) 
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4.2.3 Treatment 
After oral examination, each of the subjects was evaluated according to the clinical 
findings and appropriate treatment would be provided. Due to the limitation of facilities 
and time, only simple treatments were available i.e. scaling, fluoride treatment, 
atraumatic restorative treatment with Glass Ionomer.  
 
Scaling was provided with the use of the two portable ultrasonic scaling units (Electro 
Medical System, Switzerland) and was done in patients presented with calculus. 
However, scaling may not be done in patient with certain medical problems or with 
uncertain medical status.   
 
In relation to fluoride treatment, Sodium fluoride varnish with 22600 ppm fluoride 
(Duraphat, Colgate,US) was applied to teeth with incipient caries and to teeth with 
cavitation that cannot be restored with atraumatic restorative technique (ART).  
 
Code Description 
0 Healthy 
1 Bleeding 
2 Calculus 
3 Pocket 4-5mm  
4 Pocket 6 mm or more 
9 not recorded 
X Excluded Sextant 
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Teeth with shallow carious cavities located on smooth surface or occlusal surfaces were 
carefully excavated by hand instruments and then restored with ART. Glass ionomer 
(Ketac Molar,3M ESPE, Germany) was used. 
 
4.3 Data Analysis 
 
The data were coded and analysed using the statistical package SPSS version 20.0. 
Overall response rate to the survey was calculated. Frequency distribution of the 
responses to the questions relating to perceived general and oral health, past dental 
history, oral health attitudes and behaviour was produced. The mean numbers of 
decayed, missing and filled teeth were calculated and the distribution of the highest 
Community Periodontal Index scores was produced. The numbers of participants 
receiving each of the treatment (i.e. oral examination, scaling, fluoride and restoration 
with atraumatic restorative technique) was also analysed. Variation in Socio-
demographics, oral health behaviour, OHIP-14 and clinical findings such as DMFT were 
analysed using Chi-square test or independent t-test.  
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5. Results 
 
5.1 Basic Profile of Participants 
 
Two organizations, the Society for Community Organization (SoCO) and the Christian 
Concern for The Homeless Association participated in this project. A total of 51 
participants took part in this project over a span of two days (5-6/3/2013). 
5.1.1. Gender 
The gender distribution among the participants was almost even, with a 
majority (54.9%, 28) of female and a minority (45.1%, 23) of male. 
45.1%
54.9%
Gender	Distribution
Male
Female
 
Figure 5.1.1 Gender distribution 
 
5.1.2. Age 
The age of the participants ranged from 18 to 80 years, with a mean age of 
50.8 years (SD = 13.7). 
 
2.0%
3.9%
13.7%
33.3%
25.5%
21.6%
0
2
4
6
8
10
12
14
16
18
<20 20‐30 31‐40 41‐50 51‐60 >60
Age	Distribution
 
Figure 5.1.2. Age distribution of the participants 
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5.1.3. Housing Conditions 
The living environment of the participants varied over a wide range, with 
majority (37.3%, 19) in public housing, followed by cubicle apartment (35.3%, 
18), dormitory (9.8%, 5), subdivided unit (7.8%, 4), rental suite (3.9%, 2), 
rooftop shack (2.0%, 1) and private apartment (2.0%, 1). None of the 
participants was homeless while one of the participants was not willing to 
reveal his living condition. 
 
Housing conditions Number (Percentage) 
Public Housing 19 (37.3%) 
Cubicle apartment 18 (35.3%) 
Dormitory 5 (9.8%) 
Subdivided unit 4 (7.8%) 
Rental suite 2 (3.9%) 
Rooftop shack 1 (2%) 
Private apartment 1 (2%) 
Unknown 1(2%) 
                 Table 5.1.3. Housing conditions of the participants  
 
5.1.4. Number of Years of Living in Current Housing 
The number of years of living in the current housing ranged from 2 weeks to 
as long as 50 years, with majority (29.4%, 15) of participants living in their 
current housing for 3-5 years. The mean length of time is about 9.33 years 
(SD = 7.4). 
Number of years of living in 
Current housing condition 
Number (Percentage) 
<1 4 (7.8%) 
1-2 13 (25.5%) 
3-5 15 (29.4%) 
6-10 14 (27.5%) 
>10 4 (7.8) 
Unknown 1 (2%) 
                 Table 5.1.4. Number of years of living in current housing 
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5.1.5. Employment Status 
Majority (64.7%, 33) of the participants were unemployed, while the minority  
(33.3%, 17) of them were employed or engaged in part-time jobs.  
 
Employment Status Number (Percentage) 
Employed 8 (15.7%) 
Unemployed 33 (64.7%) 
Part-time 9 (17.6%) 
Unknown 1 (2%) 
                          Table 5.1.5. Employment status reported by the participants 
 
 
5.1.6. Comprehensive Social Service Assistance (CSSA) Status 
Slightly more than half (52.9%, 27) of the participants received CCSA, while 
the remaining (47.1%, 24) did not receive the assistance. 
 
CSSA Status Number (Percentage) 
Yes 27 (52.9%) 
No 24 (47.1%) 
                         Table 5.1.5. CSSA status of the participants 
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5.2 Clinical Oral Health Status and Treatment Provided 
 
5.2.1. Caries Experience 
 
The caries experience of participants was evaluated by the Decayed, Missing, 
Filled Teeth (DMFT) index. As shown in Table 5.2.1a, the mean DMFT score of 
the participants was 9.2 (SD=6.6), with a mean untreated caries (DT) score of 2.0 
(SD=1.9), mean missing teeth (MT) score of 5.4 (SD=5.5) and mean filled teeth 
(FT) score of 1.8 (SD=3.2).It was founded that most (98%, 50) of the participants 
experienced dental caries in form of untreated decayed teeth (72.5%, 37), missing 
teeth (89.2%, 45) and filled teeth due to caries (49.0%, 25) as shown in Table 
5.2.1b.  
 
When comparing the dental caries experience between participants living in 
different housings, it was found that participants who are living in Public housing  
has less untreated decayed than those who are living in a poorer environment (1.3 
vs 2.5, p=0.032,t-test)(Table 5.2.1c). No significance difference was detected in 
DMFT score according to other socio-demiographics such as gender differences 
and employment status differences. 
Mean DT 
(SD) 
Mean MT 
(SD) 
Mean FT 
(SD) 
Mean DMFT 
(SD) 
2.0 (1.9) 5.4 (5.5) 1.8 (3.2) 9.2 (6.6) 
 
Table 5.2.1a Mean DT, MT,FT and DMFT score for the participants  
 
 
Decayed 
teeth 
(DT>0) 
Missing 
teeth (MT>0) 
 
Filled teeth 
(FT>0) 
 
DMFT>0 
 
Number 37 45 25 50 
Percentage 72.5 89.2 49.0 98.0 
Table 5.2.1b Prevalence of decayed, missing and filled teeth of the participants 
 
 Mean DT 
(SD) 
Mean MT 
(SD) 
Mean FT 
(SD) 
Mean DMFT 
(SD) 
Living conditions (Number) 
 
Poorer (N=30) 
 
 
2.5 (2.1) 
 
 
5.5 (5.9) 
 
 
1.4 (2.1) 
 
 
9.4 (6.1) 
 
Better (N=20) 
 
1.3 (1.3) 
 
 
5.6 (5.2) 
 
2.3 (4.3) 
 
9.2 (7.5) 
  Significance P=0.032 P=0.71 P=0.59 P=0.53 
Table 5.21c Dental caries experience of the participants 
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5.2.2. Periodontal Condition 
The periodontal conditions of participants were evaluated by Community 
Periodontal Index (CPI) and reported with the Highest Community Periodontal 
Index. Majority (96.1%, 49) of the participants were recorded for the 
periodontal health. The remaining (3.9%, 2) were not recorded due to 
uncontrolled diabetes and leukemia conditions respectively.  
 
Among the participants, a majority (44.9%, 22) was scored 3, corresponding to 
having shallow pockets. This is followed by those who were scored 2 (24.5%, 
12). No significance difference was detected in distribution of highest CPI 
score according to different living conditions and employment status. 
 
 
Highest CPI Score 
 
Number
 
Percentage
 
0 (Healthy) 
 
1 
 
2.0% 
 
1 (Bleeding) 
 
5 
 
10.2% 
 
2 (Calculus) 
 
12 
 
24.5% 
 
3 (Shallow Pocket) 
 
22 
 
44.9% 
 
4 (Deep Pocket) 
 
9 
 
18.4% 
 
Table 5.2.2. Percentage of the participants according to the highest CPI status 
	 16
5.2.3. Treatment Provided 
All participants received oral hygiene instruction (OHI) and basic intra-oral 
examination. Treatment needs of the participants were assessed at the 
examination, and basic treatments were provided according to their needs. 
Scaling was performed on most (90.2%, 46) of the participants, about half 
(54.9%, 28) received fluoride application and for a single suitable participant 
(1.9%, 1), atraumatic restorative treatment (ART) was performed. A portion 
(9.8%, 5) of the participants was not treated either due to no treatment needed, 
rejection from participants or relevant medical conditions which rendered them 
at risk for the planned treatments. 
Treatment Percentage (Number) 
Oral hygiene instruction (OHI) 100%  (51) 
Basic dental examination 100% (51) 
Periodontal examination 96%   (49) 
Scaling 90.2% (46) 
Fluoride application (Sodium fluoride vanish) 54.9%  (28) 
Atraumatic restorative treatment (ART) 1.9%   (1) 
Table 5.2.3. Treatment provided during the project 
 
5.3 Perceived General and Oral Health Status, and Previous Dental Health Issues 
 
5.3.1   Perceived General Health Status 
Majority (56.9%, 29) of the participants rated their current general health as 
fair. Others rated their status as poor (23.5%, 12), good (13.7%, 7) and very 
poor (5.9%, 3) respectively. None of the participants rated their status as 
excellent. 
Perceived general health status Number (Percentage) 
Excellent 0 (0%) 
Good 7 (13.7%) 
Fair 29 (56.9%) 
Poor 12 (23.5%) 
Very Poor 3 (5.9%) 
    Table 5.3.1. Perceived general health status 
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5.3.2  Perceived Oral Health Status 
Majority (49.0%, 25) of the participants rated their current oral health as poor. 
Others rated their status as fair (39.2%, 20), very poor (9.8%, 5) and good 
(2.0%, 1) respectively. None of the participants rated their status as excellent. 
 
Perceived Oral health status Number (Percentage) 
Excellent 0 (0%) 
Good 1 (2%) 
Fair 20 (39.2%) 
Poor 25 (49.0%) 
Very Poor 5 (9.8%) 
           Table 5.3.2. Perceived oral health status 
 
5.3.3   Dental Health Issues in the Previous Year  
With respect to dental health issues over the past 12 months, participants 
reported of different problems experienced, including periodontal problems 
(23.5%, 12), such as gum bleeding, mobile teeth or drifted teeth, and tooth 
pain (17.7%, 9), oral pain/ ulceration (13.7%, 7), and dental trauma (9.8%, 5). 
 
Dental health issue Number (Percentage) 
Tooth pain 9 (17.7%) 
Gum problem 12 (23.5%) 
Dental Trauma 5 (9.8%) 
Ulceration 7 (13.7%) 
           Table 5.3.3. Dental health issues in the previous year 
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5.4 Oral health Behaviour 
 
5.4.1. Frequency of Tooth-brushing 
Majority (72.5%, 37) of the participants reported brushing frequency of more 
than once a day, and the remaining (27.5%, 14) a frequency of once a day. 
Vast majority (98.0%, 50) of the participants brushed their teeth with 
toothpaste, while the exceptional case (2.0%, 1) reported usage of salt for 
brushing, which was perceived as good for the teeth. 
 
27.5%
72.5%
Frequency of Tooth‐brushing
Never
Less than once a week
Less than once a day but more than
once a week
Once a day
More than once a day
Figure 5.4.1. Frequency of tooth-brushing 
 
5.4.2. Use of Oral Care Adjuncts 
Majority (66.7%, 34) of participants reported that they did not use any oral care 
adjuncts in addition to toothbrush. Among those who used oral care adjuncts, 
a variety of tools were reported, including dental floss (13.7%,7), antiseptic 
mouth-rinse (11.8%, 6), toothpick (7.8%, 4) and inter-dental brush (3.9%, 2). 
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Use of Oral Care Adjuncts
 
 
Figure 5.4.2 Use of other oral care tools  
 
5.4.3. Frequency of Snacking between Meals 
Majority (70.6%, 36) of participants reported of a snacking habit, either 
occasionally (41.2%, 21), once to twice a day (21.6%, 11) or more than 3 
times a day (7.8%, 4). 
 
29.4%
41.2%
21.6%
7.8%
Frequency of Snacking between Meals
Never
Occasional
Once to twice a day
More than 3 times a day
 
Figure 5.4.3. Frequency of snacking between meals 
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5.5 Perceived Dental Treatment Needs 
 
5.5.1. Perceived Need of Dental Treatment  
Majority (88.2%, 45) of the participants perceived a need of visiting a dentist. 
Different dental treatments were perceived, including scaling/gum treatment 
(45.1%, 23), restoration (33.3%, 17) and relief of dental pain (29.4%, 15). 
 
 
Figure 5.5.1 Types of perceived dental needs 
 
5.5.2. Time of Last Dental Visit 
Vast majority (92.2%, 47) of participants reported that they are not regular 
dental attendants. One third (31.4%, 16) of the participants had their last 
dental visit more than 3 years ago, and a quarter (23.5%, 12) within 1-3 years, 
another quarter (23.5%, 12) within 1 year, a small fraction (17.6%,  9) of them 
reported that they had never attended a dentist. 
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Figure 5.5.2 Time for last dental visit 
 
5.5.3. Reasons for Last Dental Visit 
The main reasons cited for last dental visit were for treatment (39%, 20), relief 
of dental pain (31%, 16). 
 
 
Figure 5.5.3 Reasons for last dental visit  
 
5.5.4. Reasons for Not Seeking Dental Care Regularly 
The key reasons for not seeking dental care regularly were uncertainty of the 
cost (66.7%, 34), perception of no dental need (23.5%, 12) and having no time 
(17.6%, 9). 
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Figure 5.5.4 Reasons for not seeking dental care regularly 
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5.6 Impact of Oral Health on Quality of Life 
 
Oral Health Impact Profile 14 (OHIP-14), which consists of 14 questions, was to evaluate 
the impacts of oral health issues to the quality of life. Vast majority (96.1%, 49) reported 
that their daily life was affected by their oral health status, within the past year. Major 
factors that lead to the problem include physical pain (74.5%, 38), physical disability 
(66.7%, 34), psychological disability (62.7%, 32), psychological discomfort (60.8%, 31) 
and functional problem (52.9%, 27). 
 
The mean score of oral health impact was 11.88 (SD = 10.60). For the subscales, the 
mean scores ranged from 0.92 (social disability) to 2.37 (physical pain). 
 
OHIP-14 Percentage (Number) Mean Score (SD) 
Functional limitation 52.9% (27) 
 trouble pronouncing words 33.3% (17) 
 sense of taste worse 41.2% (21) 
1.55 (1.95) 
Physical pain  74.5% (38) 
 painful aching in mouth 37.3% (19) 
 uncomfortable to eat 70.6% (36) 
2.37 (1.99) 
Psychological discomfort 60.8% (31) 
 unable to enjoy others company 45.1% (23) 
 felt sense 45.1% (23) 
1.88 (2.10) 
Physical disability 66.7% (34) 
 diet been unsatisfactory 47.1% (24) 
 had to interrupt meals 45.1% (23) 
1.96 (1.95) 
Psychological disability 62.7% (32) 
 difficult to relax 43.1% (22) 
 embarrassed 49.0% (25) 
1.82 (2.00) 
Social disability 33.3% (17) 
 been irritable with others 19.6% (10) 
 difficulty doing usual jobs 27.5% (14) 
0.92 (1.60) 
Handicap 47.1% (24) 
 life less satisfying 43.1% (22) 
 unable to do usual activities 19.6% (10) 
1.37 (1.85) 
Total scale 96.1% (49) 11.88 (10.60) 
Table 5.6.1a  Impact of oral health on quality of life of all participants 
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When comparing the OHIP-14 subscale scores and total score between different living 
conditions, no significant difference was found. 
 
 
 
Table 5.6.1b OHIP-14 total score and subscale scores by different living conditions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
OHIP-14 
subscale 
Mean Score 
(SD) 
for better living 
condition 
Mean score 
(SD) 
for poorer 
living condition 
Significance 
Functional limitation 1.43 (1.77) 1.80 (2.23) P=0.59 
Physical pain  2.33 (1.71) 2.45 (2.44) P=0.86 
Psychological discomfort 1.73 (2.01) 2.15 (2.3) P=0.54 
Physical disability 1.60 (1.63)  2.55 (2.30) P=0.17 
Psychological disability 1.53 (1.98) 2.35 (1.98) P=0.09 
Social disability 0.60 (1.13) 1.45 (2.06) P=0.23 
Handicap 1.13 (1.57) 1.80 (2.21) P=0.41 
Total scale 10.37 (8.21) 14.55 (13.37) P=0.56 
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6. Discussions 
 
6.1 Choice of Target Group and Setting 
 
6.1.1. Underprivileged People as the Target Group 
 
According to a survey conducted by the Oxfam in 2012, the population living 
under poverty in Hong Kong had exceeded 1.1 million, 8,800 more than that in 
2010, despite the implementation of the minimum wage. This significant 
number of underprivileged people was alarming. As a result, this project and 
the associated services targeted on the underprivileged people, who may not 
be able to enjoy the same standard of living and the rights as the majority of 
citizens. It was assumed that their oral health conditions would be generally 
neglected / less entertained with the treatments in need. The target group was 
reached through cooperation with two organisations, Society for Community 
Organization (SoCO) and Christian Concern for the Homeless Association. 
Both organisations aimed at improving the quality of life of underprivileged 
people, by providing them with a range of welfare items and educational 
programmes. 
 
6.1.2. Sham Shui Po as the Target Region for Investigation 
 
Our project targeted on underprivileged people in Sham Shui Po. According to 
the 2011 Hong Kong Census Report, Sham Shui Po has one of the lowest 
median monthly income from main employment (HK$ 10 420), and the 26.1% 
of the aged 15 or above population in this district had the highest education 
level of primary school or below. The labour force participation rate is only 
55.8% in this district, which is one of the lowest participation rates among 
districts in Hong Kong.   
 
Locating specific locations of these underprivileged people would be 
challenging due to their nomadic nature. Hence, two organisations, the Society 
for Community Organization (SoCO) and The Christian Concern for the 
Homeless Association, were approached, to consolidate the subjects for this 
project. Both organisations are based in Sham Shui Po as well, making it 
feasible for the project to target on this specific group of people, in the Sham 
Shui Po district. 
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6.1.3. Providing Services outside Prince Philip Dental Hospital 
 
In conducting this project, the two cooperating organisations kindly offered 
space in their headquarters for carrying out the questionnaire survey, dental 
examinations and simple treatments. This made it convenient and more 
feasible for the subjects to participate, as compared to inviting them to come to 
Prince Philip Dental Hospital (PPDH) for the same purpose. It was postulated 
that the increase in willingness to participate would lead to a larger sample 
size for the project, which is beneficial for statistical purpose. In addition, the 
in-centre staff of the two organisations could facilitate a smooth running of the 
programme, as any potential problems regarding the subjects could be 
properly addressed. 
 
Despite better medical and dental support by hospital staff in case of 
conducting the project at PPDH, the foreseeable problems associated 
probably outweigh the benefits. Firstly, it was quite difficult to arrange proper 
venue in the hospital for conducting the project, in light of the limited dates and 
hours that the cooperating organisations have provided. Secondly, the long 
traffic time and cost to PPDH not only lower the willingness of subjects to 
participate, they lower the feasibility as well, for this would greatly disrupt the 
schedule of subjects. Lastly, a mobile outreach setting could suffice the 
requirements of the planned services, as PPDH was able to provide the 
necessary dental equipment and instruments, making the outreach services 
feasible without much hindrance.  
 
Nevertheless, after the site-visit at the two headquarters, it was found out that 
the two centres were located within walking distance. Thus, transfer of dental 
equipment and instruments from the one centre to the other was easy. The 
easy accessibility of the headquarters added further merits for choosing them 
as service venue. Taking all into considerations, it was concluded that 
conducting the project at the headquarters would be more appropriate. 
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6.2 Oral Hygiene Behaviours and Attitude 
 
6.2.1. Oral Hygiene Behaviours 
 
Concerning oral hygiene behaviours, all the participants brushed their teeth at 
least once per day, and over 70% of them brushed twice. It is higher when 
compared with that in the previous Community Health Project on homeless 
people (“An oral health survey of homeless people in Hong Kong” 2005), as 
well as that of the general public of Hong Kong (Oral Health Survey 2001). 
Although almost all of the participants brushed with toothpaste, majority of 
them do not use any oral care adjuncts apart from conventional toothbrushes. 
Notwithstanding that the percentage of oral care adjunct users is higher when 
compared to the above mentioned project (“An oral health survey of homeless 
people in Hong Kong” 2005). It may suggest a possible increased awareness 
of the importance of daily oral hygiene care among the population. The 
increase could be contributed by the governmental promotion and the dental 
product advertisements. It is beneficial to the public to realise the need of daily 
oral care habits, and further effort could be made in educating them with the 
use of other oral care adjuncts, such as dental floss. 
 
6.2.2. Snacking Habit 
 
The frequency of inter-meal snacking habit is more or less similar to the 
previous project (“An oral health survey of homeless people in Hong Kong” 
2005), and lower when compared with the general public (according to Oral 
Health Survey 2001). Despite the favourable finding, this might be simply due 
to financial limitations or time constrains for such a snacking habit. 
 
6.2.3. Perceived Need of Visiting a Dentist 
 
Majority of the participants perceived a need of visiting a dentist, either for 
gum treatment, restoration or relief of pain. However, many of them were not 
regular dental attendees. One-sixth of them even had never visited a dentist, 
and the main reason was uncertainty of the treatment cost. The result is again 
similar to that of the previous Community Health Project (“An oral health 
survey of homeless people in Hong Kong” 2005). It was shown that even when 
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the subjects wanted treatments from a dentist, they were not able to access 
the needed dental services due to financial considerations. Hence, it would be 
crucial for them to know of available dental services with a lower cost, 
provided either by the government or charity organisations; thus the relevant 
social resources and assistance could be better utilised as needed. 
 
6.3 Clinical Oral Health Status 
 
6.3.1. In comparison to Oral Health Survey 2001 
 
Concerning the hard tissue conditions, as hypothesised, the percentage of 
participants with carious experience was higher than the general public, 
possibly due to a lack / inadequacy of access to dental service (with reference 
to the statistics in Oral Health Survey 2001, which is denoted as “the 2001 
survey” below). The result in this study is similar with that of the 2001 survey in 
some aspects of caries experience such as the prevalence of caries 
experience (around 98% in both studies) and missing teeth (around 90% in 
both studies), which was conducted about a decade ago. However, the mean 
DMFT score was quite different (9.2 vs. 7.4). Apart from that, contrary to the 
results from the 2001 survey, there are higher percentage of participants have 
untreated decay in this study (72.5%) compared to the 2001 HK survey (32%). 
These differences could possibly be due to the age difference of the 
participants, which ranged from 18 to 80 years old in this survey, but from 35 
to 44 years old in the 2001 survey. The age range in this survey was much 
wider, thus the oral problems encountered were more diverse comparatively. 
 
Concerning the periodontal tissues conditions with the Community Periodontal 
Index (CPI), it was noted that only a very small percentage (2.0%) of 
participants presented healthy gums. This result tallies with the results of the 
2001 survey, where a low proportion of 0.7% in adult population of Hong Kong 
was found to have healthy gums. While calculus deposits were discovered in 
half of the adult population (49.9%) in the 2001 survey, only 24.5% of 
participants in this survey were found with calculus deposits. On the other 
hand, half of the participants (44.9%) in this survey were found to have 
shallow periodontal pockets, indicating a poorer periodontal status, as 
compared to the adult group in the 2001 survey. One of the possible reasons 
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for this finding could be the lower economic status of participants in this survey, 
denying them the essential dental care. 
 
6.3.2. In comparison to An Oral health survey of homeless people in HK, 2005 
The caries experience of the participants in this study was quite high, with 
almost  3 quarters of them presenting evidence of untreated caries, which was 
similar to that observed in the homeless population in Hong Kong (according 
to An Oral health survey of homeless people in HK, 2005, denoted as “the 
2005 survey” below). Besides, it was found that half of the participants in this 
study had filled tooth, which was markedly higher than that of the homeless 
population in the 2005 survey. This may reflect that the people nowadays had 
a higher dental awareness, and tended to seek treatment for decay despite 
being underprivileged; or alternatively, more volunteer dental services were 
provided to the responding group, and any decayed tooth was detected and 
filled.  
 
The periodontal health status of participants in this survey was fair, with more 
than half (63%) of them presenting periodontal pockets, better than that 
observed in the 2005 survey (>95%).  The periodontal health status was likely 
correlated to the inadequate oral hygiene practices, in addition to other risk 
factors, as 66.7% of the participants reported that they did not use any oral 
care adjuncts in addition to toothbrush.   
 
6.3.4. In comparison between participants from different living conditions 
Participants in this study were divided into 2 groups according to their living 
conditions. Participants living in cubicle apartment, rooftop shack, subdivided 
unit, dormitory, rental suite were grouped under “housing A”, and those living 
in public housing and private apartment were grouped under “housing B”. 
Comparing the mean score of decayed tooth (dt) and filled tooth (ft) between 
housing A and housing B, a higher dt score was recorded in housing A (2.5) 
than in housing B (1.3); on the other hand, a higher ft score was recorded in 
housing B (2.3) than in housing A (1.4). The participants living in housing B 
were expected to be slightly wealthier, as they could afford better living 
conditions. This could possibly explain the above result, as they were more 
financially capable of receiving dental treatments, which could be costly in 
Hong Kong, resulting in more filled teeth but less decayed teeth. 
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6.4 Impact of Oral Health on Quality of Life 
 
To investigate how the conditions of teeth, oral cavity and dental prostheses affected 
the daily life, OHIP-14 was employed in this study. By comparing with a previous 
Dental Public Health Project "An Oral Health Survey of Homeless People in Hong 
Kong" (2005), it was surprising to notice that the results are fairly similar, except that 
the figures in this study are all higher than the 2005 project.  
 
First of all, a vast majority (96.1% in this survey and 87.8% in 2005 survey) of the 
participants in both studies reported of negative impacts from their oral health status 
to their daily life, within the past year. And coincidently the reported aspect which was 
most noticeably affected was related to physical pain in both participants, with 74.5% 
(this study) and 70.1% (2005 survey) of participants affected. Similarly, the second-
most affected area was physical disability, in both studies, affecting 66.7% (this study) 
and 55.7% (2005 survey) of them. Nevertheless, social disability was comparatively 
the least affected area in both surveys, affecting only 33.3% (this study) and 32.0% 
(2005 survey) of participants.  
 
Concerning individual parameters, ‘uncomfortable to eat’ held the first place in both 
surveys, affecting 74.5% (this study) and 58.5% (2005 survey) of the participants. 
Despite minor difference in rankings, both parameters 'trouble pronouncing words' 
and 'painful aching mouth' showed a high prevalence after ‘uncomfortable to eat’, in 
both studies. Besides, both surveys showed similar least-affected aspects, which 
were 'difficulty doing usual jobs', 'been irritable with others' and 'unable to do usual 
activities'. Interestingly, the only significant deference between the two studies was 
the 20-percent difference of the parameter 'been irritable with others'. 
 
Concerning the mean scores of OHIP-14 for the two studies, which indicated the 
degree to which the participants were affected in a specific aspect, very similar 
results were observed in the two studies. For the subscales 'functional limitation' and 
'social disability' there were only 0.01 differences between the two surveys. For the 
rest of the list, scores were quite similar, with a maximum difference of 0.26 only. 
Nevertheless, it may worth mentioning that an overall higher score, both in the 
subscales and in total, was noticed in this study. This could be due to the different 
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group of participants, and / or a different perception of being affected, concerning the 
list of parameters. 
 
On the whole, both studies showed similar results for the Oral Health Impact Profile 
questionnaire (OHIP-14). This could probably be due to the similar background of the 
two groups of participants, which were the relatively lower social class in the society. 
From the information obtained in questionnaires, it was found that some of the 
participants in this current study were once homeless people, who were later given a 
dormitory from the Christian Concern for the Homeless People, and also earning very 
little or even having no income at all. Therefore it was not surprising that they had no 
spare money for seeking dental care, and so as their lack of the basic oral hygiene 
knowledge. 
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7. Conclusions and Recommendations 
 
7.1 Conclusion 
 
Despite the relatively small sample size in this study, 
 
 The participants in this study reported they have perceived dental needs and 
treatment cost is the major concern.  
 
 From clinical examination, the participants had high number of missing teeth and 
most of them have periodontal problem. 
 
 Outreach simple dental service is provided to the participants during the programme. 
 
7.2 Recommendation 
 
The government and non-governmental voluntary organization together with the dental 
profession should seek ways of providing adequate oral health care for deprived 
community in Hong Kong. Outreach dental service can be the choice of service mode in 
order to provide basic dental service to this community. 
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10. Appendices 
 
10.1 Invitation Letter to the Two Associations 
 
         
4th December, 2012 
Dear Sir / Madam, 
Re: Oral Health Education and Dental Services Programme 
We are a group of Year 4 Dental students from the University of Hong Kong. We are conducting 
a Community Health Project throughout this school year, and we would like to approach the 
needy in the community through this opportunity. 
The aim of our project is to provide Oral Health Education and Dental Services to the under-
privileged people (i.e. residents of bed-space lodges, rooftop shacks) served by your association. 
The programme will be implemented under the supervision of a registered dentist, and the details 
are as follows:  
Date (Period): 4th – 9th March, 2012 (approximately 2 to 3 days in this period) 
Time: [depends on your association’s schedule] 
Activity contents: - Oral health questionnaire 
               - Individualised oral health instructions 
                (demonstration of cleaning techniques, for example brushing and flossing) 
               - Dental check-up and simple dental treatments such as tooth cleaning 
                [under supervision of a registered dentist] 
We believe that the programme would be beneficial to the participants in enhancing their oral 
health knowledge and their long term dental health. Please kindly take our proposal into 
considerations. Should you have any enquiry, please do not hesitate to contact us at 94460500 
(Mr Brian Kwok) or 60779903 (Miss Karen Cheng).  
We look forward to your favourable reply. 
Yours faithfully, 
 
 
 
 
   
 
 
 
 
Brian Kwok Hiu Shing  
Group 4.6, Class 2014 
 
 
 
Cheng Yuen Shan 
Group 4.6, Class 2014 
 
 
 
Dr. Anthony H H Wong 
Group Advisor 
香港大學牙醫學院牙周病學及公共衞生學
Periodontology & Public Health, Faculty of Dentistry
3/F, Prince Philip Dental Hospital, 34 Hospital Road, Hong Kong.
TEL: (852) 2859 0301 FAX: (852) 2858 7874
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10.2 Oral Health Care Questionnaire (in spoken Cantonese) 
Case No._________________ 
無家者口腔健康調查問卷 
 
甲、 全身健康狀況 
1. 你會點樣形容自己嘅身體健康？ 
□ 非常好       □ 好      □ 普通     □ 差     □ 好差 
 
乙、 口腔健康狀況 
口腔健康狀況評估 
2. 你會點樣形容你而家牙齒同牙肉嘅健康？ 
□ 非常好       □ 好      □ 普通     □ 差     □ 好差 
 
自覺口腔問題及對應行動 
3. 喺過去嘅一年內，你有冇試過： 
□ 牙痛                                   □ 牙肉問題 (如流牙血、牙齒鬆動、牙齒移位) 
□ 牙齒崩咗或者斷咗           □ 口腔痛或潰瘍 
4. 過去 12個月內，你有幾多時候因為口腔或牙齒問題 (包括真牙同假牙) 而有
以下問題： 
 成日都有 多數 間中 好少 冇
4a 令你發音有困難      
4b 覺得食物比以前淡味      
4c 個口自己會痛 (唔掂唔搞都覺得痛)      
4d 進食時覺得唔舒服      
4e 喺其他人面前覺得唔自在      
4f 令你緊張      
4g 令你唔滿意而家嘅飯餸 (可以食到嘅飯
餸) 
     
4h 令你食飯中途需要整理牙齒 / 假牙先能
繼續食野 
     
4i 令你難以放鬆      
4j 令你喺其他人面前覺得有啲尷尬      
4k 令你喺其他人面前容易發嬲      
4l 影響你平時工作      
4m 令你唔太滿意自己嘅日常生活      
4n 令你咩都做唔到      
 
 
預防護理 
5. 你刷牙刷得幾密呀？ 
□ 唔刷              □ 少於每星期一次          □每星期幾次 
□ 每日一次      □ 每日多於一次 
6. 除咗牙刷之外，你有冇用其他口腔護理工具？ 
□ 有 (請註明：__________________________)              □ 冇 
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7. 你有冇用牙膏刷牙？ 
□ 有            □ 冇 
8. 除咗早午晚三餐，你每日仲會食幾多次零食？ 
□ 冇       □ 間中     □ 每日一或兩次     □ 每日三次或以上 
 
自覺牙科需要 
9. 你覺得自己需唔需要睇牙醫？ 
□ 需要       □ 唔需要 (go to question 11) 
10. 你覺得自己而家需要乜嘢牙科治療？ [可以多於一樣] 
□ 補牙 (簡單補牙、牙套或牙橋)    □ 剝牙                   □ 牙肉治理或洗牙   
□ 鑲牙或假牙            □ 止痛             □ 整靚啲牙          □ 檢查 
 
以前接受過嘅牙科治療 
11. 你幾耐冇睇過牙醫 / 你對上一次睇牙醫係幾時？ 
□ 1年之內 
□ 1至 3年內 
□ 多過 3年 
□ 從來未睇過牙醫 (go to question 15) 
□ 唔記得 
12. 你上次睇牙醫最緊要嘅原因係咩？ 
□ 定期檢查        □ 牙痛 (急症)       □ 撞親       □ 治療        □ 其他：
___________________________ 
13. 你有冇定期檢查牙齒？ 
□ 有 (go to question 14 only)        □ 冇 (go to question 15 only) 
14. 你幾耐定期檢查一次？ 
□ 半年一次          □ 一年一次         □ 兩年一次           □ 其他：
___________________________ 
15. 點解你唔去定期檢查牙齒？ 
□ 我啲牙好好，唔駛檢查 / 唔痛唔駛檢查 
□ 冇時間，唔可以放低工作 
□ 驚會好貴 / 唔知會收幾多錢 / 冇錢 
□ 從來冇諗過要檢查 / 唔知要檢查 / 唔識 
□ 唔知睇邊個牙醫好 / 搵唔到牙醫 
□ 我啲牙有啲問題，不過都唔駛睇牙醫 
□ 好驚睇牙 
 
丙、 受訪人背景 
姓名：___________________      性別：男  /  女      年齡：__________________ 
居住環境：□ 露宿   □ 板間房   □ 天台屋   □ 其他：___________________        
居住時間：________________ 
工作：□  有   □ 冇   □ 散工                         有冇領取綜緩：□ 有   □ 冇 
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10.3 Charting Form for Medical History and Intraoral Examination 
 
Patient’s name:                                                (Chinese)   Case no. :   
Sex:                                                      Age:        Date:   
 
Medical History                                
                                          是   否                             
1. 閣下現在是否服食任何藥物?   
2. 閣下曾否服用類固醇、抗凝血藥物 或 電療? 
3. 閣下施手術、脫牙或受傷時否流血不止?  
4. 閣下是否懷孕?  
5. 閣下曾否患下列疾病? 
心臟病                                               糖尿病                                         羊癇 
高血壓                                               甲狀腺病                                      腦充血 
血病                                                  風濕性熱病                                   哮喘 
肝炎、黃膽病                                    結核病 
 
**備註/藥物 ** 
        
       
       
       
       
   
Dentition 
 18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28 
Dentition 
status (0-9) 
                
Fluoride Tx                 
 
 48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38 
Dentition 
status (0-9) 
                
Fluoride Tx                 
  
 
**Dentition Status** 
  
 
 
 
 
 
 
 
Score Status 
0 Sound 
1 Decayed 
2 Filled, with decay 
3 Filled, no decay 
4 Missing , as a result of 
caries 
5 Missing, any other reasons 
6 Fissure Sealant 
Score Status 
7 Bridge abutment. Special 
crown or veneer/Implant 
8 Unerupted tooth, 
(crown)/unexposed root 
9 Not recorded 
T Trauma (fracture) 
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CPI 
17/16 11 26/27 
   
   
47/46 31 36/37 
   
0 = Healthy  
1 = Bleeding  
2 = Calculus  
3 = Pocket 4-5mm   
4 = Pocket 6 mm or more  
9 = not recorded  
X = Excluded Sextant  
 
 
Treatment Planning Treatment Done 
                      OHI                       OHI 
                      Scaling                       Scaling 
                      Topical F                        Topical F 
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10.4 Equipment  List for Outreach Services 
 
Item Number 
Pencils + Erasers 8  
Chair  2 
CPI Probe 20 
Disposable mirror head 100 
Mirror handle 2 
Handle wrap 100 
Mirror handle battery  8 set 
Suction unit 2 
Saliva ejector  100 
EMS 2 
Metal box (for autoclave) 3 / 4 
Duraphat 1 
Micro brush 80 
Dampened dish 80 
Face shield  8 
Autoclave 1 
Paper cup 80 
Torch  2 
Torch battery  
Distilled water 3L x 2 
EMS tip 10 
EMS water bottle 3 
Cleansing brush 1 
Gauze 1 pack 
Bib 80 
Alcohol  2 bottles 
Goggles (for patients) 2 
Gown 20 
Mask 40 
Gloves XS, S, M   
2 boxes each 
Head cap 1 box 
Paper towel 4 rolls 
Garbage bag 8 
OHI kit + model 2 sets 
Alcohol hand rub 2 
Clip board 4 
Charting form 80 
Questionnaire 80 
Souvenir (toothbrush + toothpaste) 80 sets (depend) 
 
